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Surveillance of sexually
transmitted infections in primary
care
Surveillance for sexually transmitted infec-
tions must respond to increases in the
provision of sexual health services outside
genitourinary clinics. Simms et al1 propose
repeated panel surveys in general practices to
improve surveillance in primary care, monitor
changes in prevalence over time, and address
the current lack of behavioural data.

There are some limitations to this
approach. Firstly, prevalence surveys will
not measure actual diagnostic activity in
primary care and other clinical settings. This
is essential for determining whether propo-
sals from the National Strategy for Sexual
Health2 are being implemented effectively.
Secondly, periodic surveys in different areas
could not readily identify outbreaks. In the
Bristol area, for example, most cases in an
ongoing outbreak of sexually transmitted
hepatitis B infection have presented to gen-
eral practitioners.3 Although genitourinary
medicine clinics are the main setting for
detecting outbreaks their impact in primary
care should be monitored. Thirdly, the
validity of panel surveys will depend on a
high response rate and postal invitations
often have low uptake.4

A single system cannot fulfil all the
requirements for infectious disease surveil-
lance. Laboratory reporting remains incom-
plete5 and denominator data need to be
available for infections other than chlamydia
for appropriate interpretation of time trends.
Routine collection of data on laboratory
diagnosed sexually transmitted infections
from all clinical settings and linkage to
demographic data could complement current
proposals.

The Avon Surveillance System for Sexually
Transmitted Infections (ASSIST) integrates
person based genitourinary clinic and labora-
tory data to provide information for action at
local level and to inform national initiatives.6

Data on positive and negative tests for
laboratory diagnosed infections taken in any
clinical setting are collected from the Health
Protection Agency and trust laboratories.
Postcode information for geographical map-
ping and small area analysis is obtained by

matching pseudoanonymised data with GP
registration databases. These data are also
matched to disaggregate data from genitour-
inary and Brook clinics to identify duplicate
tests and obtain geographic data for infec-
tions diagnosed in these settings.

ASSIST project data can be used to
estimate the population burden of diagnosed
infections and explore associations with
demographic and socioeconomic characteris-
tics over time. Automating regular data
downloads and reporting will improve the
timeliness of data collection to facilitate
identification and monitoring of outbreaks.
The wide coverage of the system can guide
local service development and clinical prac-
tice and monitor the impact of the Sexual
Health Strategy. For example, in 2001 half of
all chlamydia tests and 44% of positive results
came from GP, family planning, or Brook
clinics. Nearly two thirds (62%) of those
tested in general practice were over 25 years
old in whom the positivity rate was 4%
compared with 11% for under 25 year olds.

We propose that, while behavioural data
obtained from panel surveys in primary care
provide depth, sentinel surveillance of labora-
tory diagnosed infections in all clinical set-
tings provides breadth, and both are needed
for effective surveillance.
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Comparison of the serological
response to treatment of early
syphilis in HIV positive versus HIV
negative individuals
The effectiveness of treatment for syphilis is
evaluated by demonstrating declining titres
of the non-treponemal antibody tests—for
example, the rapid plasma reagin (RPR). The
serological response in HIV co-infected indi-
viduals has been the subject of debate, with
some studies reporting a similar serological
response1 2 and others a delayed response in
HIV positive patients.3 4

A resurgence of infectious syphilis has
occurred in Manchester, United Kingdom,
in recent years.5 From January 1999 to
August 2002, 379 cases of early syphilis were

152 PostScript

www.stijournal.com

http://sti.bmj.com


reported and 28% were HIV co-infected
(CDSC North West, personal communica-
tion). North Manchester General Hospital
(NMGH) houses one of the city’s three
genitourinary medicine clinics and the regio-
nal infectious diseases unit, providing care
for approximately 1000 HIV positive indivi-
duals. Our aim was to evaluate the serological
response to treatment for early syphilis in
HIV positive and negative individuals treated
at NMGH.

Between January 1999 and March 2002, 75
men (72 homosexual) and three women were
diagnosed with early syphilis. Of the 78, 40/
75 men were HIV positive. The RPR results 3,
6, and 12 months following treatment for
early syphilis were collected by retrospective
case note review. Exclusion criteria were
syphilis re-infection during the study period
(two patients), HIV status undetermined (six
patients declined HIV testing), or lost to
follow up (16 patients). Patients were divided
into two groups—HIV positive and HIV
negative individuals. From the sequential
RPR results 3, 6, and 12 months following
treatment the mean reduction in RPR titres in
each group at these points was calculated,
and statistical comparison made between the
two groups using the Student’s t test.

The results are shown in table 1.
We found no significant difference in the

reduction of RPR titres in the year following
treatment between the HIV positive and
negative groups.

Of the 31 HIV positive individuals in this
study, 17 were taking highly active antire-
troviral therapy at the time their syphilis was
diagnosed. The average CD4 lymphocyte
count in this group was 4606106/l (range
33–1000) and viral load 83 515 copies/ml
(range ,50–442 000).

Limitations of the study are that it was
retrospective, patients in the HIV positive and
negative groups were not matched individu-
ally for variables such as stage of syphilis or
initial RPR titre, and the treatment regimens
varied (all received at least 10 days intra-
muscular procaine penicillin or 14 days oral
doxycycline, and HIV positive patients pro-
longed courses of treatment in accordance
with the UK national guidelines for the treat-
ment of early syphilis6). No account was
taken of the patient’s CD4 lymphocyte count,
or whether they were receiving antiretroviral
therapy. However, the cohort represents a
diverse group of HIV positive individuals and
we consider them representative of those
generally encountered in clinical practice.

We demonstrated that in clinical practice
the RPR remains a valid way of assessing the
response to treatment of syphilis in those co-
infected with HIV. Larger prospective studies,
with cases and controls matched for variables
such as the stage of syphilis at diagnosis, the

initial RPR titre, and treatment regimens are
required.
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Is it time to rethink the roles of
health professionals in the HIV
outpatient setting?

HIV outpatient services across the United
Kingdom are seeing large increases in their
patient workload. This is fuelled by the
success of highly active antiretroviral therapy
(HAART), resulting in fewer deaths, and by
increases in the number of new diagnoses.1 A
further rise is anticipated in England follow-
ing implementation of ‘‘The national strategy
for sexual health and HIV’’ that plans to
increase HIV testing dramatically in order to
reduce the number of undiagnosed HIV
infections by 50% by the end of 2007.2 The
success of HAART has also changed the focus
of many doctor-patient outpatient consulta-
tions from prophylaxis and management of
opportunistic infections, to issues related to
the complexities of HAART, sexual behaviour
risk reduction and promoting healthy life-
styles. As a result, HIV service providers need
to develop new models of care that can
deliver high quality, cost effective care to
meet these changing demands. We reviewed

the role of the doctor in providing routine
outpatient HIV care.

Data were collected prospectively on all
HIV infected patients attending for routine
care between 24 June 2002 and 17 July 2002.
We obtained complete data for 431 of 433
consecutive patient appointments. Of these,
79/431 (18%) did not attend their appoint-
ment. Of the remaining 352, the median age
was 38 years (range 17–70), the majority
were male (291, 83%), of white ethnicity
(251, 71%) with a median CD4 count of 3506
106/l (range 10–1390) and viral load (VL) of
600 copies/ml (range ,50–1.2 million).

Consultants saw two thirds of attendees,
specialist registrars a third. Almost half the
consultations (173/352) were with patients
who were defined by their physician as being
asymptomatic with respect to their HIV
infection; 66/173 (38%) of these were not
taking HIV therapy and 107/173 (62%) were
on HAART with a sustained virological
response (VL,50 for .6 months). Over the
next 8 months 53/66 (80%) of those not
taking HAART and 68/107 (64%) taking
HAART remained well with no significant
changes to their health status. Of those on
HAART, five required admission to hospital
(bacterial pneumonia, three; cholecystitis,
one; cryptococcal septicaemia, one), 12 made
changes to their therapy (treatment interrup-
tion, four; virological rebound, three; toxicity,
five) and 12 had intermittent low level
viraemia (VL between 50 and 400). Other
problems encountered in both groups
included shingles (n = 7) and raised liver
function tests (n = 11).

We have identified a high proportion of
asymptomatic patients who are currently
under regular review by medical staff and
could potentially be managed by other
healthcare professionals. Increased use of
general practitioners and nurse practitioners
are two potential options. We should review
HIV outpatient service provision and move
away from the ‘‘acute-terminal’’ model of
care that has prevailed since the beginning of
the epidemic and learn from chronic disease
management models seen in other areas of
the health service. As these new models are
developed, in addition to staff requiring train-
ing to be conversant with common problems
seen during routine monitoring of anti-
retroviral therapy, it is essential that evalua-
tion is conducted to ensure similar levels
ofeffectiveness, efficiency, and acceptability.
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Table 1 Number of patients in each group and the mean four dilution drop in
RPR titres 3, 6, and 12 months following treatment in HIV positive compared to
HIV negative individuals

3 months 6 months 12 months

No of
patients

Mean drop
in RPR

No of
patients

Mean
drop in
RPR

No of
patients

Mean
drop in
RPR

HIV positive 31 1.71 20 2.20 12 2.54
HIV negative 23 1.57 17 2.18 11 3.45
p Value (t test) 0.78 0.97 0.35
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